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The impact of crowding in emergency departments on patient safety, staff wellbeing, 
residents’ education and performance of the wider healthcare systems is a global concern.  
Attention to whole systems healthcare strategies to improve service efficiency is growing, but 
staff are not well prepared to deliver care across organizational boundaries. Our study aimed 
to develop an integrated career and competence framework for whole systems urgent and 
emergency care.  
Methods 
We used mixed methods underpinned by a sequential exploratory design to collect data from 
a purposive sample. The sample included participants with clinical and mentoring or 
supervisory expertise in urgent and emergency care settings (n=27) and university lecturers 
in emergency care programs (n=7).  
Results  
The integrated career and competence framework provides a broad pathway for urgent and 
emergency care across contributing contexts. The framework illustrates what to expect of 




The integrated career and competence framework highlights the capacity of care contexts to 
support informed navigation of the healthcare system in pursuit for urgent care. This initiative 
benchmarks a step toward whole systems urgent and emergency care to relieve the 
pressure on emergency departments and to grow staff across the system toward integrated 
working. 
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Background 
The impact of crowding in emergency departments (EDs) on patient safety, staff wellbeing, 
residents’ education and performance of the wider healthcare systems is a global concern 
[1-4]. Alongside staff shortages [5,6], other causes cited in the literature include constrained 
access to primary care, increasing complexity of care needs and the difficulties encountered 
in navigating changing healthcare systems [4,7,8]. The choice of a specific care context is 
important to subjective estimations of illness. The definition for urgent care then turns out to 
be contentious because this is usually determined by the individual’s perceived need for 
healthcare. The UK Department of Health [9] for example reviewed and redefined urgent 
care numerous times to clarify services for different stakeholders including commissioners, 
users and providers of healthcare. The fragmented terminologies urgent care; unscheduled 
care; and emergency care inevitably confused the public in the way healthcare was 
commissioned, provided and utilized in different settings [10]. Urgent and emergency care 
was eventually designated to refer to the range of healthcare services available to people 
who need medical advice, diagnosis and/or treatment quickly and unexpectedly [11]. This 
means that the unexpected need for urgent care can be met in various care settings of the 




There is no single account underpinning crowding in EDs and primary care interventions 
designed to tackle inappropriate attendances often yield insignificant results [12]. 
Nevertheless, the attention to whole systems healthcare strategies to improve service 
efficiency, healthcare outcomes and care experiences is growing [4,12]. But, Plesk [13] 
argues that the usual focus on organizational structures and processes when transforming 
healthcare overlooks staff who are a core component to successful implementation of 
initiatives. Workplace cultures constituting staff patterns of behavior, beliefs, values, attitudes 
and assumptions influence how transformational changes are perceived and implemented 
[13]. Whole systems healthcare embodies systems thinking to consider challenges and risks 
pertinent to the wider dynamic structure and the synergetic relationships between system 
components fundamental for systems’ strength [14-17].  A whole system draws on systems 
theory which posits open interactions of system components within and with their 
environment [17]. A system is a complex entity at the center of which lies the whole [14]. 
Urgent and emergency care for example is a whole system comprising interdependent care 
settings including primary or community care, hospital/acute care and specialist centers. 
There is however limited evidence in the literature about supporting healthcare staff to work 
across organizational boundaries. Exemplars of whole systems workforce development 
[18,19] neither illustrate partnership relationships nor the contribution of different parts to 
whole systems healthcare. The current study that is the focus of this paper followed a 
workforce evaluation and improvement initiative that aimed to identify workforce enablers for 
whole systems urgent and emergency care [20].  Box 1 highlights the key findings from the 









Box 1 Key workforce enablers for transforming the urgent and emergency care system 
 
• System leadership with clinical expertise of a specific clientele such as learning 
disabilities to drive integration across organizational and professional boundaries. 
• An integrated career and competence framework to enable healthcare system 
navigation as well as staff recruitment, development and retention. 
• Facilitation standards to grow effective facilitators of workplace learning and 
development for competent healthcare delivery in appropriate settings.  
 
A myriad of professional competence frameworks emerged following the promotion of 
competence based medical education instead of contemporary training to better prepare 
learners for clinical practice [21]. However, existing competence frameworks are mostly 
designed for specific professionals tied to care settings and do not reflect the workplace as a 
learning resource. Learning in the workplace is pragmatic because emphasis moves away 
from time as an aspect of training to focus on actual abilities attained, thereby linking 
competence to the needs of the service [21]. Competence and competency are commonly 
used interchangeably but competence is a broader concept combining performance outputs 
and behavioral inputs relating to stipulated minimum standards [22]. Competency on the 
other hand was originally devised to replace the term skill used in aptitude tests, which 
McClelland [23] suggests omitted the individual’s proficiency at doing something. We use the 
term competence throughout this paper to imply the array of abilities across multiple 
domains or aspects of physician [healthcare professional] performance in a certain context 
[21:641]. This definition centers what healthcare practitioners can do instead of what they 





The current study aimed to develop an integrated career and competence framework for 
whole systems urgent and emergency care across one teaching National Health Service 
(NHS) Trust consisting of five hospitals, a community healthcare service center and 
ambulance services in South East England. We deemed the systems perspective useful 
based on the assertion healthcare systems are complex and issues arising are better 
handled holistically, blending theory with applied methods to cross boundary working [24]. 
Theory is not only significant in the design of strategies for implementing initiatives, but also 




We used mixed methods underpinned by a sequential exploratory design [26] to develop, 
and refine the integrated career and competence framework for whole systems urgent and 
emergency care. Mixed methods were the viable means of building on findings of the original 
qualitative study [20] to develop an integrated career and competence framework connecting 
disciplines that contribute to urgent and emergency care. A sequential exploratory design 
enables use of results of a qualitative study to identify variables relevant for subsequent 
phases especially when developing interventions or instruments [26]. The originating 
research of the current study employed a descriptive multiple case study design, a 
qualitative approach, which aided clarifying gaps and pinch points in the various contexts of 
the urgent and emergency care pathway [20].    Data for the originating research on which 
the current study is based were collected between April and December, 2014. The process 
involved interrogating numerous sources of data in a workforce evaluation and improvement 
initiative to identify workforce enablers for whole systems urgent and emergency care 
delivery [20].  
 




• What competences are expected of staff providing urgent and emergency care in 
different settings? This question was important to illuminate the level of care 
expected in each urgent and emergency care setting. 
• At what levels of the NHS career framework should the competences be expected? 
The NHS career framework [27] documents layers of practice for clinical and non-
clinical healthcare roles (data file 1). The framework details skills and responsibilities 
at different levels of practice, designed to encourage career development for the 
NHS workforce. 
 
Bloom’s Taxonomy [28] was a useful tool for recognizing complexity and specificity at 
varying levels of practice in different care contexts. That is, tacit knowledge at the lowest 
level was predictably expected at higher levels of practice. Systems thinking provided a 
logical context for understanding relationships between interdependent urgent and 
emergency care entities and their contributions to a holistic care pathway [14]. Systems 
thinking supports analysis of synergetic relationships between interdependent parts and their 
behavior to enable developing means of generating desired outcomes [29]. We identified 
and organized urgent and emergency care interdependent partners into a pathway 
extending from home care to primary, urgent, emergency and secondary care [Table1]. This 
study was conceived on the assumption that motivation and performance are sustained 
when staff perceive that support and opportunities for learning and development are largely 
available [30].  
 
Data collection  
Detailed methods of data collection for the qualitative study that informed the current study 
are reported elsewhere [20].  In this study, we collected data in two stages between 
February and March, 2015.  The preliminary stage involved an online survey pre-coded with 
generic interprofessional competences identified in the original study [20]. We grouped the 
generic competences in three categories including assess (A), treat (T) and SORT (S) 
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[Support discharge, organize admission, Refer, Transfer], which we coined to represent the 
ATS framework. We asked participants to select competences expected of staff providing 
urgent and emergency care in their contexts and to distinguish levels of practice at which 
competences were expected. The online survey also requested for free text data to enable 
participants to identify and list competences missing from the ATS framework and to indicate 
standards they used to induct new staff in their settings. All competences identified through 
the survey formed the dataset for further quantitative analysis.  
 
We reviewed documents participants highlighted as standards for inducting new staff in the 
different urgent and emergency care settings to distil skills required to fulfil the identified 
competences in the ATS framework. Reviewing of documents involved searching for text 
highlighting specific skills for roles at various level of practice.  
 
The second stage of collecting data involved evaluating the consistency and application of 
the ATS framework to the urgent and emergency care workforce.  Participants in the second 
stage of data collection received electronic copies of the ATS framework plus the NHS 
career framework and its key elements to aid their evaluation. The key elements of the NHS 
career framework highlight abilities at various levels of practice (data file 2). Data gathered 
during the second stage were free text comments qualifying or suggesting amendments to 
competences and the level of their location in the integrated career and competence 
framework.  
 
Participants   
Participants in the study constituted a purposive sample to represent experts knowledgeable 
of competences expected of staff providing urgent and emergency care across different 
settings. We found seventy-two potential participants through online resources of two 
universities in the region, one teaching NHS Trust and general practice surgeries in the 
teaching hospital’s catchment area in South East England. We considered experts in the first 
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stage of data collection to be clinical practitioners with roles combining supervisory or 
mentorship activity with clinical practice in urgent and emergency care settings hereafter 
referred to as clinical leaders (n=22). Healthcare practitioners without mentorship or 
supervisory roles in their respective urgent and emergency care settings were not included 
in the study. Online survey participants did not take part in the second stage of data 
collection.  
Experts identified for the second stage of data collection included both clinical leaders (n=5) 
and lectures in emergency care programs (n=7). We based the selection process on the 
assumption that potential participants acquired the expertise through long term clinical 
service in urgent and emergency care contexts, mentoring junior staff and or facilitation of 
emergency care programs in higher education institutions. We sought potential 
representatives of community first responders through charity organizations in the region. 
Community first responders in the UK receive basic training to offer pre-hospital care when 
they arrive first at a scene of emergency. 
 
We contacted all experts via email asking them to volunteer to take part in the study. The 
online survey also asked participants to recommend other experts they deemed fit to provide 
information about competences required in a comparable care setting in the region.  The aim 
was to widen representation from each care setting and to ascertain that we included key 
standards and competences for urgent and emergency care. Thirty-four (n=34) out of 
seventy-two potential participants contacted responded and consented to taking part in the 
overall study.  None of the community first responders were willing to participate and they 
retained the right not to explain their decision. Our study offered opportunity to mentors and 
supervisors of staff in urgent and emergency care settings to review their own practice and 
support effective transformation of the workforce [31]. Table 1 shows the number of 
participating clinical leaders from various urgent and emergency care contexts.  





The first step in the data analysis process involved extracting competences participants 
identified missing from the generic ATS framework and plotting them under the relevant task 
categories (assess, treat, SORT). We used descriptive statistics to identify the competences 
occurring most frequently. Competences that achieved scores ≥ 75% were thus considered 
significant for urgent and emergency care settings. Hardesty and Bearden [32] argue there is 
no universally agreed approach to retention of relevant items, but 75% agreement is widely 
acceptable. Competences that achieved frequency scores ≥ 75% formed the holistic 
interprofessional competences integrated into the ATS framework for whole systems urgent 
and emergency care. 
 
Further analysis entailed distinguishing and reconciling differences in the levels at which 
participants identified competences in care settings indicated in Table 1.  We made 
decisions based on skills distilled from documents participants distinguished as standards for 
inducting new staff, Bloom’s classification of cognitive ability [28] and our understanding of 
the key elements of the NHS Career Framework [33]. Bloom’s model of cognitive ability 
starts from recognizing and applying facts at the bottom level to complex activity including 
assessing and making judgements about rearranging elements into innovative structures at 
the peak of the hierarchy [34]. Using Bloom’s perspective, we supposed staff in urgent and 
emergency care settings to have the proficiency to apply competences at designated levels 
of practice plus all others at lower levels.  
 
We matched the skills distilled from documents participants highlighted during the first stage 
of data collection with the ATS framework at different levels of proficiency to emphasize 
understanding and the knowhow of competences expected at specific levels of practice. We 
used the qualitative comments gathered during stage two of data collection to fine tune and 
qualify all emerging study outputs presented in the next section. It is noteworthy that we 
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neither encountered inconsistences in participants’ qualitative comments validating 
competences and their location in the framework nor in suggested modifications.   
 
Results 
Continuous inquiry and participants’ comments contributed to three study outputs. The first 
output was a refined integrated competence framework distinguishing overarching 
interprofessional competences for urgent and emergency care across the whole system 
(Table 2). The framework reflects the composite contribution of all care contexts to whole 
systems urgent and emergency care spanning various disciplines. The integrated 
competence framework locates within three broad tasks comprising assess, treat and sort all 
of which encapsulate competences from a systems perspective for urgent and emergency 
care pathways.  
 
The three broad tasks identify expectations of interdependent partners working across 
different contexts and individuals from all disciplines working within teams linked to: 
• alerting to the need for action or assess people for urgent or emergency care needs;  
• treating people appropriately and promptly for their urgent and emergency care 
needs;   
• SORT (ing) (support discharge, organize admission, refer or transfer) people 
appropriately within or across the system and its different contexts in a timely way. 
[Please insert table 2] 
 
The second output of the study was the integrated career and competence framework 
aligned to the NHS career framework. The integrated career and competence framework 
presented in Table 3 provides a broad pathway for urgent and emergency care across 
contributing contexts extending from home care to primary, urgent, emergency and 
secondary care. The resulting framework confers an outcome strategy to elucidate what is 
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expected of healthcare staff across interdependent providers and at each level of the NHS 
career framework irrespective of discipline.  The integrated career and competence 
framework situates within competence models of different disciplines contributing to urgent 
and emergency care to improve staff’s efficiency of delivering care across healthcare 
systems. The framework takes into account layers of staff that contribute diverse aspects to 
whole systems urgent and emergency care and the significance of a team approach while 
keeping the people’s experience at the heart of care.  
 
The third study output was the differentiated knowhow and contextual factors (data file 3) 
underpinning the performance outcomes at the various levels of the integrated career and 
competence framework in urgent and emergency care settings.  
[Please insert table 3] 
 
Discussion 
The vision of reducing crowding in EDs and the associated influence on patient safety, 
residents’ training and staff wellbeing is tenable through valuing and effectively using the 
existing workforce through whole systems urgent and emergency care delivery [20]. The 
proportion of emergency admissions categorized as preventable offers healthcare systems 
the opportunity to boost the capacity of the workforce to deliver care high quality care in 
suitable settings [35, 36]. Quality in this case implies that the service meets expectations in a 
specific care setting.  A systems perspective to working esteems the contribution of all 
entities to the whole, bigger than elementary parts [37]. 
 
Our study aimed to develop an integrated career and competence framework to support the 
delivery of whole systems urgent and emergency care. We used the term integrated to mean 
not only partnership working, but also bringing together competences of different disciplines 
differentiated by care setting and or complexity of clinical practice. The outcome-based 
approach of the integrated career and competence framework rises above job titles to aid 
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decisions about sharing workload within required standards with emphasis on team 
performance [38].  However, the framework presents notable variations in competences 
expected of staff at similar levels of practice across several care settings. For example, what 
is expected to be delivered in primary care led settings for staff at a similar level of practice 
in secondary care led services differs for some competences. This is partly due to limited 
facilities such as diagnostic and laboratory services available to staff, which has implications 
for how staff potential can be developed across the whole system if expectations were 
consistent.  
Nonetheless, the integrated career and competence framework represents system and team 
approaches to developing the workforce, with a focus on shared competence instead of 
individual aptitude. The team approach is reflected in the interdisciplinary design of the 
framework where individuals from various disciplines work together to deliver care that 
responds to service needs. The integrated career and competence framework illustrates 
competences across the wider urgent and emergency care system to facilitate the 
development and navigation of a coherent pathway. The shared skillset at different levels of 
practice for assessing and treating people competently or referring them to appropriate 
contexts based on the required level of care portrays prospects for tackling crowding in EDs. 
Frank et al. [21] contend competence is subject to change with time, experience and setting. 
The framework presents rotational learning opportunities in urgent and emergency care 
contexts across the system to grow staff that demonstrate proficiency in providing care at 
more advanced levels of practice. Similarly, interdisciplinary approaches to staff 
development offer teams insight into the contribution of different care contexts to enhance 
collaboration across care pathways premised on effective caring cultures [39]. Staff 
development here does not relate to the number of training sessions or the length of time in 





The literature suggests workplace learning and development do not offer uniformity in 
experiences due to variances in workplace cultures and values [38]. However, 
transformational change hinges on leadership values and thus clinical systems leaders and 
workplace facilitators of learning and development are integral to the resulting integrated 
career and competence for whole systems urgent and emergency care [20]. Clinical systems 
leaders have specialized clinical credibility of a particular patient group and work 
collaboratively across organizational boundaries to enhance performance and to promote 
learning and development opportunities for staff.  Workplace facilitators of learning and 
development on the other hand support improvements in health outcomes and staff’s 
wellbeing holistically through working with interprofessional teams to promote effective 
workplace cultures, role clarity and team competence [39].  
 
Limitations 
Results of our study should be interpreted within the study’s limitations. While the integrated 
career and competence framework promotes whole systems healthcare for improved 
efficiency, the sole focus on urgent and emergency care could promote silo mindsets toxic to 
interdisciplinary teams and interprofessional collaboration.  The second limitation is the 
contention around defining an expert, particularly without a validated tool to assess 
acclaimed expertise on a subject. Judging participants’ expertise based on long term 
experience in clinical practice could be challenged by the notion that practice, especially 
‘could be better practice’ does not always result in perfect [40]. The results of the study were 




The integrated career and competence framework reflects composite contribution of 
interdependent partners and disciplines to whole systems urgent and emergency care. While 
the integrated career and competence framework details competences at various levels of 
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practice, competence statements explain the contribution of entities to broad responsibilities 
of assessing, treating and SORT(ing) to meet urgent care needs. The integrated career and 
competence framework highlights the capacity of each context to support informed 
navigation of the system in pursuit for urgent care. This initiative benchmarks a step toward 
whole systems urgent and emergency care to relieve the pressure on EDs. Further work 
would be useful to evaluate the effectiveness of the integrated career and competence 
framework in enhancing staff wellbeing and performance across the urgent and emergency 
care system. 
 
Conflict of interest 
The authors do not have conflict of interest to declare 
Ethical consideration 
The study received ethical clearance from the University’s Research Ethics and Governance 
Committee ref. 15/H&W/CL114. The study was a collaborative provider led workforce 
evaluation and improvement initiative and complied with the National Health Service 
research governance and ethics regulations for service evaluation and improvement.  
Funding 
This work was supported by Health Education England Kent Surrey and Sussex  
Acknowledgements  
Authors wish to thank all participants from East Kent Hospitals University National Health 
Service Foundation Trust, South East Coast Ambulance (SECAmb), University of Brighton 
and colleagues from Canterbury Christ Church University who gave freely of their time to 






1. Carter EJ, Pouch SM, Larson EL. The relationship between emergency department 
crowding and patient outcomes: a systematic review. J Nurs Scholarsh 2014;46(2):106-
15. 
2. Jayaprakash N, O’Sullivan R, Bey T, Ahmed SS, Lotfipour S. Crowding and delivery of 
healthcare in emergency departments: the European perspective. WestJEM. 2009 
Nov;10(4):233. 
3. Källberg AS, Ehrenberg A, Florin J, Östergren J, Göransson KE. Physicians’ and nurses’ 
perceptions of patient safety risks in the emergency department. International 
emergency nursing. 2017 Jul 1;33:14-9. 
4. MacKichan F, Brangan E, Wye L, Checkland K, Lasserson D, Huntley A, Morris R, 
Tammes P, Salisbury C, Purdy S. Why do patients seek primary medical care in 
emergency departments? An ethnographic exploration of access to general practice. 
BMJ open. 2017 Apr 1;7(4):e013816. 
5. Reiter M, Wen LS, Allen BW. The emergency medicine workforce: profile and 
projections. The J Emerg Med;50(4):690-3. 
6. van der Linden MC, Meester BE, van der Linden N. Emergency department crowding 
affects triage processes. Int Emerg Nurs 2016;29:27-31. 
7. Coster JE, Turner JK, Bradbury D, Cantrell A. Why do people choose Emergency and 
Urgent care services? A rapid review utilizing a systematic literature search and narrative 
synthesis. Acad Emerg Med. 2017;24(9):1137-49. 
8. Cunningham PJ. What accounts for differences in the use of hospital emergency 
departments across US communities? Health Aff 2006;25(5):W324–36. 
9. Department of Health. Direction of travel for urgent care: A discussion document. 2006 
https://webarchive.nationalarchives.gov.uk/20100408064709/http://www.dh.gov.uk/en/Co
nsultations/Closedconsultations/DH_4139428 accessed 21/05/2019 
16 
 
10. Care Quality Commission. Investigation into the out-of-hours services provided by Take 
Care Now. Newcastle upon Tyne CQC; 2010. 
https://www.cqc.org.uk/sites/default/files/documents/20100714_tcn_report_part_3.pdf 
accessed 21/05/2019 
11. Department of Health. Urgent and emergency care. 2011. 
http://webarchive.nationalarchives.gov.uk/+/www.dh.gov.uk/en/Healthcare/Urgentandem
ergencycare/DH_121242 accessed 21/05/2019. 
12. Ismail SA, Gibbons DC, Gnani S. Reducing inappropriate accident and emergency 
department attendances:: a systematic review of primary care service interventions. Br J 
Gen Pract 2013;63(617):e813-20. 
13. Plsek P. Complexity and the adoption of innovation in health care. Accelerating Quality 
Improvement in Health Care: Strategies to Accelerate the Diffusion of Evidence-Based 
Innovations. Washington, DC: National Institute for Healthcare Management Foundation 
and National Committee for Quality in Health Care. 2003. 
https://www.niatx.net/PDF/PIPublications/Plsek_2003_NIHCM.pdf accessed 27/11/2018 
14. Checkland P. Systems thinking. In Currie W, Galliers R, editors. Rethinking management 
information systems: an interdisciplinary perspective. New York: Oxford University Press; 
1999. p. 45–56. 
15. De Savigny D, Adam T, editors. Systems thinking for health systems strengthening. 
World Health Organization; 2009. 
16. Leyshon S, McAdam S. Scene setter: the importance of taking a systems approach to 
person centred care. BMJ 2015;350:h985. https://doi.org/10.1136/bmj.h985 
17. Von Bertalanffy L. (1977). The Role of Systems Theory in Present Day Science 
Technology and Philosophy. In K.E Schaefer, H. Hensel & R. Brady (Eds.), A New 
Image of Man in Medicine: Proceedings of Toward a Man-Centered Medical Science 
Symposium (pp. 11–15). Mt Kisco: Futura Publishing Company.    
18. Bourgeault IL, Demers C, Donovan S. Public health workforce development models 




Workforce%20Development.pdf accessed 19/11/2018. 
19. Staron M. Workforce Development-a whole-of-system model for workforce development. 
ICVET TAFE New South Wales. 2008. 
http://lrrpublic.cli.det.nsw.edu.au/lrrSecure/Sites/Web/13289/ezine/year_2008/sep/thinkpi
ece_whole_system_approach.htm accessed 19/11/2018 
20. Anonymous 
21. Frank JR, Snell LS, Cate OT, Holmboe ES, Carraccio C, Swing SR, Harris P, Glasgow 
NJ, Campbell C, Dath D, Harden RM. Competency-based medical education: theory to 
practice. Med Teach 2010;32(8):638-45. 
22. Redmond E. Competency models at work: The value of perceived relevance and fair 
rewards for employee outcomes. Hum Resour Manage 2013;52(5):771-92. 
23. McClelland DC. Testing for competence rather than for" intelligence.". American 
psychologist. 1973 Jan;28(1):1. 
24. Pratt J, Gordon P, Plamping D. Working whole systems: putting theory into practice in 
organisations. 2nd ed. London: Radcliffe Publishing; 2005. 
25. Sales A, Smith J, Curran G, Kochevar L. Models, strategies, and tools. J Gen Intern Med 
2006;21(2):S43-9. 
26. Creswell JW, Plano Clark VL, Gutmann ML, Hanson WE. Advanced mixed methods 
research designs. In Tashakkori A, Teddlie C, editors. Handbook of mixed methods in 
social and behavioral research. Thousand Oaks: Sage Publications; 2003. P. 209-240. 
27. Health Education England. NHS Career framework. Health Careers. 
https://www.healthcareers.nhs.uk/career-planning/resources/nhs-career-framework 
accessed 21/05/2019 
28. Bloom BS. Taxonomy of educational objectives. Vol. 1: Cognitive domain. New York; 
McKay. 1956:20-4. 
29. Arnold RD, Wade JP. A definition of systems thinking: a systems approach. Procedia 
Comput Sci 2015;44:669-78. 
18 
 
30. Bartlett KR. The relationship between training and organizational commitment: A study in 
the health care field. Hum Resour Dev Q 2001;12 (4):335-52. 
31. Koshy E, Koshy V, Waterman H. Action research in healthcare. London Sage; 2010. 
32. Hardesty DM, Bearden WO. The use of expert judges in scale development: Implications 
for improving face validity of measures of unobservable constructs. J Bus Res 2004;57 
(2):98-107. 
33. Skills for Health. Key Elements of the Career Framework. 2010 
http://www.skillsforhealth.org.uk/index.php?option=com_mtree&task=att_download&link_
id=163&cf_id=24 Accessed 2/05/2019. 
34. Orey M. Emerging perspectives on learning, teaching and technology. North Charleston: 
CreateSpace; 2010. http://www.palieducationsociety.org/images/ebooks%20(13).pdf 
accessed 27/11/2018. 
35. Breen BM, McCann M. Healthcare providers attitudes and perceptions of ‘inappropriate 
attendance’ in the Emergency Department. Int Emerg Nurs 2013;21(3):180-5. 
36. Triggle N. Community nurses can reduce strain on urgent care staff. Emerg Nurse 
2013;21 (7):8 
37. Attwood M, Pedler M, Pritchard S, Wilkinson D. Leading change: a guide to whole 
systems working. Bristol: Policy Press; 2003. 
38. Harrison R, Mitchell L. Using outcomes-based methodology for the education, training 
and assessment of competence of healthcare professionals. Med Teach 2006;28(2):165-
70. 
39. Martin A, Manley K. Developing standards for an integrated approach to workplace 
facilitation for interprofessional teams in health and social care contexts: a Delphi study. 
J Interprof Care. 2018;32 (1):41-51. 
40. McBride MF, Burgman MA. What is expert knowledge, how is such knowledge gathered, 
and how do we use it to address questions in landscape ecology?. In Perera AH, Drew 
CA, Johnson CJ. eds. Expert knowledge and its application in landscape ecological 
applications.  New York, Springer 2012:11-38. 
19 
 
 
